Louisiana HMO Louisiana xzn ) SOUTHERN NATIONAL

O EMPLOYEE ENROLLMENT O EMPLOYEE CHANGE FORM
PLEASE PRINT AND COMPLETE IN BLACK INK ONLY

Send to Samantha_Lane@ajg.com and cc Richelle_Pierre@ajg.com within 30 days of hire/QE Group Number/Subgroup 78F58ERC /
SECTION A - COVERAGE SELECTIONS
Blue Cross and Blue Shield of Louisiana HMO Louisiana, Inc.* O Signature Blue POS (Plan) Southern National Life Insurance Company, Inc.
Q) GroupCare PPQ [Plan) Q HMO (Plan) Q BlueConnect Savings Plus (Plan)_____— | 12 Group Term Life L2 Voluntary Life
n | | | ]
BlueS P Bl U : !
) ue.aver[ lan)_ —Skl_b- Q ﬁﬁl Prﬁk; L O Dental [Plan)
Q Premier Blue [Plan) i Q Co ' ] N = . | gl Pexferrgamte Networks
O True Blue (Plan) O BleConnect POS(Plan) (BlueHPN)** [Plan) Q Vision [Plan)

O Group Term Life 3 Short Term Disability Q2 Long Term Disabilty O Voluntary Short Term Disability O Voluntary Leng Term Disability QO Voluntary Life 03 Voluntary High Limit AD&D

All group Life and disaility income insurance products reference as an “Equitable” product shown on this enrollment form are issued exclusively by Equitable Financial Life Insurance Company of America (Fquitable America), an Arizona stock corporation with its
EQUITABLE  ain administratve offic i Jersey City, NJ. Thi s not 2 Blue Cross and Blue Shieldof Loisiana product. Fqutable America s sullyrespons|bl for s nsurance and claims-paying oblgatins. If this section is checked, please also complete section C-2.

Sex (M/F) |Birthdate (MM/DD/YYYY) Hire Date i Social Security Number

Physical Address City State Zip Code Telephone Number Email Address

Mailing Address City State Zip Code 'Fax Number JAnnuat Salary

Marital Status Retired from
O Married QO Single Current Employer
O Other UYes O No

SECTION C-1- BCBSLA, HMO AND SNL ENROLLMENT EVENTS
ENROLLMENT: Requested Effective Date / i Group # UNew Olate ORehie O Special Enrollee [Go to Qualifying Fvent section C-3) Q) Open Enro
Class (Select One): Q Active O Management O Non-Management O3 Retiree 3 Other

I am enrolling for the following BCBSLA/SNL benefits. Please check all that apply. Benefit options are dependent upon employer elections.

Date Retired Current Employer Name add your location name Home Phone Work Phone

llment

b Medical P Dental Vision Gm_um  Voluntary e e s _ Tomponylselnly |
Employee (EE) Q Q a a as Qs (salary) EU CL
Spouse (SP) ] a a O Spouse coverage$_ EU cl 1
Dependent Ch'ld[ﬁ 0 o o | Q chitgren

| Famiy = = o

LI Decline - ‘ u ( a [ 4 ' Q u

|
*NOTICE FOR ENROLLEES ON HMO PLANS THAT DO NOT CONTAIN A POINT-OF-SERVICE BENEFIT: YOU MUST PERSONALLY BEAR ALL COSTS IF YOU UTILIZE HEALTH CARE NOT AUTHORIZED BY THIS PLAN OR PURCHASE DRUGS
WHICH ARE NOT AUTHORIZED BY THIS PLAN, WHEN THOSE HEALTH CARE SERVICES AND DRUGS REQUIRE AN AUTHORIZATION BY THE PLAN
**BlueHPN is a product available to self-funded groups meeting certain requirements

0TMKB334 RO1/22 Blue Cross and Blue Shield of Louisiana incorporated as Louisiana Health Service & Indemnity Company. HMO Louisiana, Inc. and Southern National Life Insurance Company, Inc. are subsidiaries of
Blue Cross and Blue Shield of Louisiana, All three companies are independznt licensees of the Blue Crass and Bluz Shield Association.




Enrollee’s Last Name First Name Subscriber Number
2 - EQUITABLE - LIFE AND DISABILITY ENROLLMENT EVENTS

Group Number/Subgroup /

I'am enrolling for the following Equitable benefits. Please check all that apply for Equitable products. Benefit options are dependent upon employer elections.
E Lquitable [ Equiteble | Equitable : i Compan ; : ; bl [ Company
Gﬁoup it qSTD i Equitable Voluntary Life o %ﬂl))ff Equitable Yol STD Eguitabla Vol LTD Equitable Yol High Limit & AD&D 0t Oni
Employas (FF a fU a 0 FU
Ty (B _ A d - a [salary) (L $ Benefit Max | § Benefit Max Qs cL
Spouse (SP) _ _ U Spouse coverage $ [E;E ——
Dependent Child(ren) : | O Childlren) |
Family a | a
[ Decline a a a a Q a a a a
SECTION C-3 - ENROLLMENT EVENT CONTINU
WAIVER OF MEDICAL COVERAGE | decline to enroll for this coverage due to:
O Spouse’s Group Employer Plan  Plan Name Policy Number O COBRA from Prior Employer O Tri-Care O Retiree from Prior Employer
O BCBSLA Individual Plan O Medicare O Medicaid 0 VA Eligibility Q Other Note: If waiving all coverages, please go to Section J, read and sign.
WAIVER OR ELSEWHERE CREDIT FOR DENTAL COVERAGE | decline to enroll for this coverage due to:
U Waive O Spouse’s Group Employer Plan  Plan Name Policy Number (3 COBRA from Prior Employer 0 Retiree from Prior Employer
O BCBSLA Individual Plan O Medicaid O Tri-Care O Parental Coverage (Employees under age 26) O Medicare  Note: If waiving all coverages, please go to Section J, read and sign.
CHANGE (Please complete Section D): Requested Effective Date / /
Type of Change: QA Name 00 Address O Add Depencent QO Subgroup QI Class O Salary Change (ualifying Event (Complete next section)
Qualifying Event: O Marriage O Birth O Adoption O Placement for Adoption O3 Provisional Custody by Mandate O Qualified Medical Child support Order ~ Date of Qualifying Event / [
Ifyou lost other coverage due to: O Divorce 0 Death O Termination or reduction in work hours O Employer contributions for coverage ended
(Please complete Section 6) 3 Other O COBRA or other continuation coverage exhausted
SECTION D - CHANGE INFORMATION (TO BE COMPLETED BY THE EMPLOYER)
The information below must be completed by the Employer if an employee is making a change.
Product Selection Change Subgroup Change: Move from Move fo
Annual Salary Change from § to§
Class Change from to: : ;KII I I Il: ; : ;I ( : I ION
Employer Name Employer Signature Date [ /
SECTION E - FAMILY MEMBERS TO BE ENROLLED OR CHANGE ‘
Enroll or Change Oependent’s EMAIL* RELATIONSHIP Birthdate | Social Security Number |  Lives with Mentally or (ut of Area
(Please circle Full Name (If Dependent is not your natural child, attach Mo| Day| ¥ You? Physically Dependent/
the appropriate (Last, First, MI] documentation of legal custody or adoption, If If “No” Give | Incapacitated*** Student
answer) coverage is court ordered, attach a copy of the order) Address/
Location**
' O YES
E ¢ O Husband 02 Wife N/A N/A an
e O Son O Stepson O Daughter QA VES LIYES LI VES
U Stepdaughter O Other QNo QIND QN
EoC O Son O Stepson O Daughter U YES QI vEsS QYES
O Stepdaughter O Other LIND N0 LI
E e QO Son O Stepson O Daughter O YEs O YES QYES

O Stepdaughter O Othar QN QN QN J
(0TMK5336 Ro1/22 2




Enrollee’s Last Name

First Name

Subscriber Number

Group Number/Subgroup

Enroll or Change EMAIL* RELATIONSHIP Birthdate Social Security Number | Lives with Mentally or Out of Area
(Please circle Full Name (If Dependent is nat your natural child, attach Mol Day| ¥r You? Physically Dependent/
the appropriate (Last, First, MI) documentation of legal custody or adaption. If If “No" Give | Incapacitated*** Student
answei) coverage is court ordered, attach a copy of the order) Address/
Location**
e USon O Stepson O Daughter QYES O YES QvEs
Q Stepdaughter Q2 Other LIND QIND Qo
E e QI Son O Stepson O Daughter U YES O YES L YES
O Stepdaughter O Other QN0 QN QIND

*Email addresses are being collected to enable our Companies to communicate with you electronically. Once enrolled for coverage, you will be able to manage your communication preferences. Minors will not receive electronic
communications directly, however, if contact information for legally responsible party is provided for a minor, that individual may receive electronic communications on behalf of the minor

**Address/Lacation

***IT your dependent is mentally or physically incapacitated, please provide the following medical documentation from your doctor:

* Diagnosis of condition(s] causing incapacitation

* Anticipated length of incapacitation

SECTION G - OTHER COVERAGE OR PRIOR
Do you or any Dependents have other insurance? L Yas

Other Group? If yes to Policyholder Insurance Company

BCBSLA or HMOLA?  QYes QO No ' QYes O No either give:
List Members Covered Coverage Start Coverage End Prior Insurance Carrier and Type of Coverage
Date Date Policy Number (Refer to Instruction Page)
U Medical QO Dental O3 Limited Benefit
U Medical O Dental Q3 Limited Benefit
O Medicll 0 Dental Q3 Limited Benefit |
U Medical O Dental Q3 Limited Benefit
O Medical QO Dental O Limited Benefﬂ
Name Reason Covered by: Dates Medicare Medicare Numbers
Ereﬁfs;grigy of your dependents covered became effective
e i 0 Over 66 Q Path A1 A
O Disabled O PartB B. / [ B.
. . . Q End Stage O Medicare Advantage C. / / G
I yes, complete the information on the right. Refal i Q Part D . / / .
Please provide a clear copy of the Medicare card. O Over6h O PartA A, i / A.
O Disabled O Partg B. / { B.
O End Stage U Medicare Advantage C. [ .
Renal Disease Q PartD D. / / D. J

0TMK5336 RO1/27

(Continue to next page)




Enrollee’s Last Name First Name Subscriber Number Group Number/Subgroup /

Are you or any of your Dependents currently receiving Name Date of Injury/Illness Reason for Disability Il
disability benefits? / /
O'Yes Qo
I

If yes, complets the information on the right.
] [ |
Are you or any of your Dependents currently receiving workers' Name Date of Injury/Illness Worker’s Compensation Carrier Name —‘
comp benefits? / /
OYes  Qho

[

If yes, complete the information on the right.

i |
SECTION H-1 - BCBSLA, HMO and SNL MEDICAL HISTORY
Any personal health information (PHI) obtained by Blue Cross and Blue Shield of Louisiana (BCBSLA), HMO Louisiana Inc. (HMOLA, and/or Southern National Life Insurance Company, Inc. (SNLIC) in connection with the enrollment form may he
retained by BCBSLA, HMOLA and/or SNLIC and used o disclosed in connection with future underwriting/renewal afforts, H ’

IMPORTANT! FOR EACH "YES" RESPONSE. PROVIDE DETAILS ON PAGE 5

o For SNL Life Coverage: If applying onty for SNL life coverage as a late enrollee of for 2 benefit above the guarantee issue amount. you are required to answer all medical questions below, If you answer “Yes” to questions 1-5; provide details on
page b.

e For Equitable Life and/or Disahility Coverage: If applying for Equitahle Life or disability products and a medical questionairre is required, please complete Equitable’s EOI forms.

»  For Medical Coverage: Medical questions are required for late enrollees on large groups as defined by the Affordable Care Act Contact your Human Resources department if you are unsure of your group size.

Your Height* Your Weight* Spouse’s Height* Spouse’s Weight*

Has anyone applying for Coverage ever had or been diagnosed with the following conditions or do the questions helow apply:

1. Abnormal blood pressure? Qs Oho 14. Asthma, bronchitis or chranic sinus trouble? Ofes  QNo

Any back and/or orthopedic condition or OYes DONo 15 Arthritis, rheumatism/bursitis or sciatica? OYes  Oio
muscular diseases, back pain ar joint pain? 16. Any tumors, cysts or growths? OYes QMo
Abdominal pain, ulcers, stomach, colon or OYes QMo 17. Kidneys stones or urinary system disorders, OYes ONo
other intestinal disorders, adhesions? diabetes insipidus or prostate disorders?
| & Alcohol or substance abuse, detoxification? UYes  Oho 18. A mental/nervous disorder lincluding eating disorders) QYes  ONo
|5 e you presently taking medications? OYes Ono or any psychiatric/psychological consultation?
|6 Diabetes mallitus? OYes ONo 19 Are you expecting a biological child within the next 9 months OYes OHo
7. Any type of cancer? OYes ONo (male or female applicant)?
8. Any blood disorder? OYes Oho 20. Have you or anyone on this application, used tobacco OYes o
9. Astroke (CVA), circulatory problems or heart troule? OYes Mo in any form within the last 6 months including
10. Epilepsy, seizures, fainting spells or migraines? OYes Oho ﬂ electronic cigarettes?
11. Lung problems or tubarculosis? UYes  ONo 21 Are you, or anyone on this application, engaged in private OYes QNo
12 HIV, had known exposure to AIDS or AV, UYes ONo flying, parachuting, hang gliding, racing, underwater diving,
or received treatment for AIDS or ARC? handling of explosive materials or hazardous wastes or materials?
13 Hepatitis or any liver disorder? Yes QNo -

UIMKE336 ROT/22 4




Enrollee’s Last Name First Name

. - Subscriber Number Group Number/Subgroup /
skip unless directed to complete

SECTION H-2 - SNL MEDICAL HISTORY
IF APPLYING FOR SNL LIFE, PROVIDE DETAILS IF YOU ANSWERED "YES" TO QUESTIONS 1-5

Question # Person Condition/Diagnosis Treatment/Complications Dates Treated Medications, Frequency, Dosage
U PR AR AR = i PCP { Reco ged 1o pDroa (] 10 D - e B eCo & - eCo o z 0
= [ B - oh B e D and PO pDrod OoU do no ele a PCP. one De selected fo D
Enrolles Name Social Security Number Physician Name Physician Addrass

skip unless directed to complete

*AS0/self-funded and non-standard large fully insured group employees: a PCP may be selected for you. Check with your group leader.

U1MK5336 RD1/22




Enrollee’s Last Name First Name Subscriber Number Group Number/Subgroup /

SECTION J - Equitable Fraud Statements

Alabama: Any person who knowingly prasents a false or fraudulent claim for payment of a loss or benefit or who knowing
confinement in prison, or any combination thereof.

ly presents false information in an application for insurance is quilty of crime and may be subject to restitution fines o
Arkansas, Louisiana, New Mexico, Rhode Island, and West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of g loss or benefit or knowingly presents false information in an application for insurance is guilty
of & crime and may be subject to fines and confinement in prison.

California: Any parson who knowingly presents false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison,

Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of

insurance and civil damages. Any insurance company or agent of an insurance company wha knowingly provides false, incomplete, or misleading facts or information to 2 policyholder or claimant for the purpase of defrauding or attempting to defraud
the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies.

District of Columbia: WARNING: It is 3 crime o provide false or mislezding information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny
insurance henefits, if false information materially related o a claim was provided by the applicant,

Maine, Tennessee, Virginia and Washington: WARNING: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company. Penalties may include imprisonment,
fines or a denial of insurance benefits.

Florida: Any person whe knowingly and with an intent to injure, defraud, or decgive any insurer files a statement of claim or an application containing any false, incomplete, or misleading information is quilty of a felony of the third degres.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any materially false information or conceals, for the purpose of misleading information concerning
any fact material thereto commits a fraudulent insurance act, which is a crime.

Maryland: Any person who knowingly or willfully presents  false or fraudulent claim for payment of a loss or benefit or knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines
and confinement in prison,

New Jersey: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties.

New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading,
information concerning any fact material thereto, commits a fraudulent insurance act, which is 3 crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such vialation,

Ohio: Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is quitty of insurance fraud.
Oklahoma: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any false, incomplete or misleading information is guilty of a felony.

Oregon: Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement that is material to the interests of an insurer may be
guitty of insurance fraud.

Pennsylvania: Any person whe knowingly and with the intent to defraud any insurance company or other person files an application for insurance or a statement of claim containing any materially false information, or conceals for the purpose of
misleading, information concerning any fact material thersto, commits a fraudulent insurance act, which is a crime, and subjects such person to criminal and civil penalties.

Puerta Rico: Any person who knawingly and with the intention of defrauding presents false information in an insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit,
or presents more than ane claim for the same damage or loss, shall incur a felony and, upan conviction, shall be sanctioned for sach violation with the penalty of a fine of not less than five thousand (5,000 dollars ang not more than ten thousand
(10,000] dollars, or a fixed term of imprisonment for three (3] years, or both penalties. Should aggravating circumstances are present, the penalty thus established may be increased to a maximum of five (5) years, if extenuating circumstances are
present, it may be reduced to a minimum of twa (2) yaars,

All Other States: Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer. submits an application or files a claim containing a false or deceptive statement may be guilty of insurance fraud.

1TMKE336 ROT/22 6




Enrollee’s Last Name First Name Subscriber Number Group Number/Suhgroup /
SECTION K - ETHNICITY RACE AND LANGUAGE [Supplying ethnicity, race, and

language is voluntary, and not required.) oL i S

ENROLLEE FULL NAME:

Ethnicity: O Hispanic or Latino 13 Not Hispanic or Latino  ©J Unknown
Race: 0 American Indian and Alaska Native 0 Asian U Black or African American 00 Native Hawaiian and Other Pacific Islander O3 Some Other Race O Two or More Races O White
language: Qi fnglish O Spanish O Vietnamesq (1 Mandarin QK U Arabic O Other

SPOUSE ‘S FULL NAME:
O Hushand O3 Wife
Ethnicity: O Hispanic or Latino 10 Not Hispanic or Latino O Unknown

Race: 00 American Indian and Alaska Native O Asian (3 Black or African American O Native Hawailan and Other Pacific Islander 2 Some Other Race O Two or More Races (3 White
Language: Qfnglish O Spanish Ol Vietnamese O Mandarin O Korean O Arabic O Other

DEPENDENT'S FULL NAME:
O Son O Stepson O Daughter O Stepdaughter O3 Other

Ethnicity: O Hispanic or Latino O Not Hispanic or Latino OO Unknown

Race: 0 American Indian and Alaska Native U Asian 0 Black or African American O Native Hawaiian and Other Pacific Islander 0 Some Other Race O Twoor MoreRaces O White
Language: O fnglish O Spanish ~ Q Vietnamese 0 Mandarin O Korean O Arabic O Other

DEPENDENT'S FULL NAME:
O Sen O Stepson O Daughter Q3 Stepdaughter O Other

Ethnicity: O Hispanic or Latino O Not Hispanic or Latino O3 Unknown

Race: 0 American Indian and Alaska Nativ W Asian O Black or African American 0 Native Hawaiian and Other Pacific Islander 3 Some Other Race O TwoorMore Races O White
L Language: Qnglish O Spanish O Vietnamese O Mandarin O Korean O Arabic O Other

DEPENDENT’S FULL NAME:
Son O Stepson QO Daughter O Stepdaughter Q1 Other
Ethnicity: O Hispanic or Latino 12 Not Hispanic or Latino O3 Unknown

Race: 00 American Indian and Alaska Native O Asian O Black or African American O Native Hawaiian and Other Pacific Islander O Some OtherRace O Two or More Races 0 White
Language: Qfnglish O Spanish O Vietnamese O Mandarin O Korean O Arabic O Other

DEPENDENT'S FULL NAME:
OSon O Stepson O Daughter O Stepdaughter O Other
Ethnicity: O Hispanic or Latine 10 Not Hispanic or Latino O3 Unknown

Race: O American Indian and Alaska Native O Asian (2 Black or African American O Native Hawaiian and Other Pacific Islander 3 Some Other Race O Two or More Races (O White
Language: O fnglish QO Spanish O Vietnamese O Mandarin =~ O Korean 0 Arabic O3 Other

0TMK5336 RO1/22 7




Section L-1: BCBSLA AND SNL COVERAGE CONDITIONS

1.1, the undersigned, do hereby enroll for coverage with Blue Cross and Blue Shield of Louisiana (BCBSLA), HMO Louisiana, Inc. (HMOLA) and/or Southern Natignal Life Insurance Company, Inc. (SNLIC) for myself and any family members listed on
this enrollment form, | understand that this enrollment/change form, together with the cartificate of coverage, any riders and endorsements issued by Com panies, constitute my only agreement with Companies. | understand that the contract for
medical, dental, or vision coverage for me and my dependent?s] will be terminated within three years of the original effective date of coverage and all fes, less claims paid, will be refunded if | committed fraud or made an intentional misrepre-
sentation of material fact in this enrollment/change form. | further understand that if enrolled for coverage with Blue Cross and Blue Shield of Lovisiana, HMO Louisiana, Inc. or Southern National Life Insurance Company, Inc. that the contract
issued by either company constitutes a contract solely between that company and the group/policy holder and that Blue Cross Blue Shield of Louisiana, HMO Louisiana, Inc. and Southern National Life Insurance Company, Inc. are all independent
corporations operating under a license from the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans, the “Association” permitting the individual companies to use the Blue Cross and Blue
Shield service marks in the state of Lovisiana and that the companies are not contracting as an agent of the Association.

2. I authorize any employer having information availabls as to employment, or other insurance coverage, regarding me or other family members proposed for coverage(s), ta give the information ta Companies or any agent acting on Companies’
behalf. | understand this information will be used by the companies to determine eligibility or other related decisions deemed necessary for insurance coverage. | agree that a photographic copy of this authorization is as valig as the original. |
hereby request the health coverage provided from time to time by my employer's group health plans, and | authorize deduction from my pay the amounts, if any, as may be necessary. The information given on this application is true and correct to
the best of my knowledge and belief

3. lunderstand that if | am declining enrollment for myself or my Dependents (including spouse), | may in the future be able to enroll myself or my Dependents in these plans, provided that [ request enrollment within 30 days of the qualifying
event. In addition, if | have a new Dependent as a result of marriage, birth, adoption, or placement for adoption, I may be eligible to enroll mysélf or my Dependents provided that | request enrollment within 30 days after the marriage, birth
adoption or placement for adoption.

4. I acknowledge if | am eligible for Medicare, by reason of age, | have received a copy of “The Guide to Health Insurance For People With Medicare.”
5. ITIS A DEPENDENT'S RESPONSIBILITY TO APPLY FOR CONTINUOUS COVERAGE ON A SEPARATE CONTRACT/CERTIFICATE WHEN ELIGIBILITY CEASES.

6. FRAUD STATEMENT - Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit o knowingly presents false information in an enreliment form or application for insurance is guilty of a crime and may be
subject to fines and confinement in prisan,

7. Allof the questions in this application and in the haalth histary section have been read by or to me and the answers provided by the enrollee and/or Dependent(s) if any, are true and correct to the best of my knowledge and belief,

8. Any savings or rebates we receive on the cost of drugs purchased under this coverage from drug manufacturers are used to stabilize rates. Members mav be subject to an excess consumer cost burden when covered prescription drugs are
purchased under this coverage. (La. R.S. 22.976.)

Section L-2: EQUITABLE COVERAGE CONDITIONS

All group life and disability income insurance products referenced as an “Equitable” product shown on this enrollment form are issued exclusively by Equitable Financial Life Insurance Company of America (Equitable America), an Arizona stock
corporation with its main administrative office in Jersey City, NJ. This is not a Blue Cross and Blue Shield of Louisiana product. Equitable America is solely responsible for its insurance and claims-paying obligations.

Any person who knowingly presents a false or fraudul
confinement in prison.

ent claim for payment of a loss or benefit or knowingly presents false information in an enrollment form or application for insurance is guilty of a crime and may be subject to fines and

X Date

Enrallee’s Signature Enrollee’s Signature Date

*ASO/self-funded and non-standard targe fully insured group employees: a PCP may be selected for you. Check with your group leader.
HEALTH EFFECTIVE DATE UW INT. HLTH. DT.

Have you selected a PCP? Recommended for all products. It is required for Community Blue, BlueConnect,
BlueConnect Savings Plus, Signature Blue, Precision Blue, HMO and POS products.*

OFFICE

2
3
w DENTAL (VFSFUN OUTOFELIG.? QYES QOND
=

Attach additional pages if necessary
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